The findings from 480 
The aim of our study was to assess the efficacy and longterm effectiveness of treatment with endoscopy in Dieulafoy's disease.
Materials and methods
From January 1984 to October 1991, 480 patients with acute upper gastrointestinal bleeding of non-variceal origin were admitted to our gastroenterology department. After basic life support all patients had emergency endoscopy. Twenty eight patients (5.8%) had Dieulafoy's disease. In all patients an attempt was made to treat the lesion by injection of up to 10 ml epinephrine (1:10000) and up to 6 ml 1% polidocanol. The In 24 patients (86%) the Dieulafoy disease was located within the stomach; in 17 patients (61%) it was found at the classic site within 6 cm from the gastro-oesophageal junction (in eight cases near the lesser curve, in two near the greater curve, in three on the anterior wall, in two on the posterior wall, and in two in a hiatus hernia immediately below the oesophageal-gastric junction); in five patients in the corpus; and in two patients proximal from the anastomosis after gastric resection. Four further bleeding sites (14%) were detected in the duodenum (see Table II ).
All patients were treated endoscopically by injection treatment (one with combined use of heater probe), whether they were actively bleeding or not. Nineteen patients (68%) were actively bleeding during emergency endoscopy. 15 16 In daily practice as well as in the recent studies Dieulafoy lesion is diagnosed most often by endoscopy. Although not randomised and with a small number of histopathologically confirmed cases, we believe, that the large number of patients in our study successfully managed by injection treatment alone favours a primary endoscopic approach towards Dieulafoy's disease. It must be emphasised, however, that an experienced endoscopist is necessary, as Dieulafoy's disease can easily be overlooked or concomitant lesions, such as ulcers or varices, may wrongly be considered responsible for the bleeding episode. Our diagnostic efficiency is shown by a diagnostic yield in the first endoscopic session of 82%; further sessions were needed in the rest of patients mainly because of non-removable blood clots. Three patients had repeated unsuccessful diagnostic endoscopies or angiographies in referring hospitals. We therefore believe, that in unclear cases of severe upper gastrointestinal bleeding a vigorous attempt should be made to identify the lesion to avoid unnecessary surgery. Furthermore close study is mandatory to detect rebleeding after treatment.
With regard to the differential diagnosis to clot covered lesions mimicking Dieulafoy lesion and fundic varices, we strictly applied the diagnosis to a vessel without surrounding ulceration after removal of the clot. No Dieulafoy lesion was found in the fundus and anaemia was not so pronounced in the patients with alcoholic hepatopathy/cirrhosis to lead to a confusion with bleeding fundic varices. In our patients, no endoscopic findings suggestive of stress ulcers were seen.
In 61% the lesion was found at the classic site within 6 cm of the gastro-oesophageal junction, mostly near the lesser curve. Similar to other reports4 1518 22 we also identified Dieulafoy's lesion in the duodenum.
The effectiveness of the endoscopic treatment is supported by our high incidence of bleeding arrest in 95% of actively bleeding lesions. In this group three cases had repeated but eventually successful therapeutic endoscopies. There were no rebleeding episodes in the group which were not actively bleeding after the first treatment. In the series of Pointner' there seems to be fewer episodes ofrebleeding using a combined regimen of injection treatment and electrocoagulation than with either procedure alone. The optimal regimen is not clearly established and should be studied in a randomised trial. Our treatment success rate lies within other authors' experience with local endoscopic treatment, reporting success rates ranging from 82 (1) to 100%,2 '19 with much shorter study periods, however.
Interestingly, one patient experienced recurrence of Dieulafoy's lesion at the identical site half a year after successful treatment and with healing proved endoscopically. Because of this case and because of the studies of the supporters5 10 of primary surgical intervention an objection, until now, was the rather short follow up periods of the larger series. ' 2 Our study with a mean follow up period of 28 3 months (range 2-80) clearly shows the longterm effectiveness of endoscopic treatment of Dieulafoy's lesion.
Dieulafoy's lesion is a disease ofmainly middle aged and elderly male patients. Our results with a mean age of 61'7 and a more pronounced male predominance of nearly 1:5 are in agreement with former findings. ' 2 7 9 As a result of restricting our study to nonvariceal bleeding and a high referral rate from other hospitals there is a seemingly high incidence of Dieulafoy's lesion in our patients. Therefore, our data cannot show the true incidence.
Clinically, 21 patients presented with sudden and massive haematemesis and melaena and seven patients with melaena alone. The severity of the bleeding is manifested by the number of blood units required (average 
